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Abstract 
 
As the literature states, the Children’s Mental Health system in the United States is in need of an 
overhaul in regards to the policies, services, and implementation methods.  Not only are urban 
and rural areas experiencing the same problems when it comes to accessing mental health 
services for children, rural areas also have other barriers that they experience when seeking 
services.  The purpose of this research was to gain insight on the gaps and missing services 
within the Children’s Mental Health system, more specifically in rural communities within 
Minnesota, and how the state can go about implementing these needed resources in the identified 
locations across the state.  Twenty-one articles were included in the systematic review to collect 
the data for this study.  A thematic analysis was completed after reviewing the articles, in an 
effort to examine the gaps and missing services in the Children’s Mental Health system in rural 
Minnesota.  This analysis also gathered information regarding the services that are available and 
missing across the country as a whole.  The three themes that were identified were services 
utilized, services lacking, and barriers to services.  Findings strongly suggest the need for more 
mental health services that are easily accessible for families utilizing the services, redistributing 
monies allocated for mental health services, and increasing awareness around mental health and 
mental illness in all communities.  
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Children’s Mental Health Service Gaps in Minnesota 
 
 Childhood is a critical time for social and emotional growth.  According to research, the 
first three years of an individual’s life are characterized by an increased amount of growth in 
many areas of the brain.  When a child is born, the brain weighs around 25 percent of its 
approximate adult weight.  By age three, the growth that has occurred in the brain has produced 
billions of cells and hundreds of trillions of synapses, or connections, between these cells (Child 
& Family WebGuide, 2014).  Research illustrates that the brain undergoes critical periods when 
developing and it is theorized that during these periods, the brain has a period of synaptic excess, 
usually occurring between infancy and the early grade school years.  During these critical 
periods, a child’s experience that involves sensory, motor, emotional, and intellectual 
functioning determines which of these synapses or connections will be preserved while pruning 
the least useful connections.  This process allows each child’s brain to meet the challenges and 
needs of the surrounding environment.  Another theory regarding the critical periods that the 
brain undergoes states that learning itself creates these important periods.  The example provided 
stated that the longer a child is exposed to a particular environment or experience, the less likely 
the child will be able to reverse the synaptic learning that has already occurred in the brain 
(Child & Family WebGuide, 2014). 
When a child’s brain is developing within these early years, research has shown that the 
social-emotional development that is occurring throughout the brain includes the child’s 
experience, expression, and management of emotions and the ability to develop relationships 
with others.  As the brain is producing the cells used to create synapses, the brain is also busy 
helping infants experience, express, and perceive emotions before they fully understand them.  
As the infant continues to grow, he/she learns how to recognize, label, understand, and 
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communicate his/her emotions while building the skill of connecting these emotions with family 
members, peers, teachers, and the community.  Research has shown that children develop 
healthy social-emotional boundaries and skills through interpersonal context, such as positive 
relationships with familiar, nurturing adults.  During this time, children are especially attuned to 
social and emotional stimulation.  Moreover, emotion and cognition work together when a child 
is processing through information, making decisions, and learning from the environment around 
him/her (California Department of Education, 2015).  As research has shown, the first three 
years of a child’s life are important to attend to due to the rapid and fragile state of development 
that is occurring.  Even though much of the rapid brain development occurs within the first three 
years of life, children continue to develop at a rapid pace throughout the rest of their childhood 
and adolescence, which is why it is critical to target this area for any needed prevention and/or 
intervention needs among families. 
As the Centers for Disease Control and Prevention website (2015) states, “mental 
disorders among children are described as serious changes in the way children typically learn, 
behave, or handle their emotions” (What are childhood mental disorders?, para. 1).  Symptoms of 
mental disorders change over time as the child grows, both in childhood and adolescence.  The 
disorders that affect an individual’s mental health are chronic health conditions that can continue 
through a lifespan if not diagnosed early in life and treated.  If children with mental health 
disorders do not receive preventative methods or intervention strategies, they may experience 
problems at home, in school, and in forming friendships and relationships with important 
individuals in their lives.  As one can see, a mental health disorder affects a child’s healthy 
development and has the potential to continue into adulthood (Centers for Disease Control and 
Prevention, 2015).   
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According to the Child Mind Institute (2015) Children’s Mental Health Report, childhood 
mental illness is common.  Of the 74.5 million children in the United States, it is estimated that 
17.1 million have or have had a psychiatric disorder.  Half of these diagnoses will occur before a 
child turns age 14 and 75% before a child turns age 24.  The most common psychiatric disorders 
seen in childhood are anxiety disorders, Attention Deficit Hyperactivity Disorder (ADHD) and 
disruptive behavior; depression and bipolar disorders; and eating disorders.  Moreover, if mental 
illness is left untreated, the cost to society is astronomical.  Every year, it is estimated that 4,600 
adolescents commit suicide and of this population, 90% of them were diagnosed with a 
psychiatric illness.  It is also estimated that 157,000 adolescents are hospitalized for self-
injurious behavior each year.  When it comes to the cost of lost productivity and crime spending 
related to mental illness in the United States for individuals 24 years of age and younger, the 
report estimated this cost to be around $202 billion.  Youth that are involved in the juvenile 
justice system meet criteria for a psychiatric diagnosis 70.4% of the time.  As these individuals 
grow older and do not receive the services they need in regards to their mental health, the 
correctional system has a higher probability of incarcerating them.  More than half of the inmates 
in the correctional system in the United States have mental health problems (Child Mind 
Institute, 2015).  In Mann and Hyde’s (2013) informational bulletin, it is estimated that the 
Medicaid agencies that participated in the Psychiatric Residential Treatment Facility 
Demonstration Program reduced the cost of care by 25% by providing home and community 
based services to the identified population.  This reduction in cost equated out to be $40,000 per 
year per child (Mann & Hyde, 2013). 
Studies have also shown that during adolescence, precursors for adult mental health 
disorders can be identified.  According to national studies, one in five children and adolescents 
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have been diagnosed with having a mental health disorder, while one in ten children and 
adolescents have been diagnosed with having a serious emotional disturbance (SED) disorder.  
Individuals that live with a SED diagnosis can experience severe disruptions within their 
functioning at home, in school, or within the community.  Studies continue on to state that in any 
given year, less than 20% of children who experience SED diagnoses receive the mental health 
services they need due to high service costs, shortages in the workforce, lack of availability of 
services, and stigma associated with mental illness to name a few barriers (Honberg, Diehl, 
Kimball, Gruttadaro & Fitzpatrick, 2011; Van Landeghem & Hess, 2005).  And while programs 
and policies exist to address this population, many gaps continue to exist in Children’s Mental 
Health services across the United States.  One such gap that continues to be researched and 
discussed by counties and agencies is how social workers can continue to support children and 
their families who may be suffering within their home, community, or school due to the lack of 
mental health resources in their community or surrounding communities. 
In 1989, the Minnesota Comprehensive Children’s Mental Health Act was created to 
serve children who were in need of mental health services.  In Minnesota’s Administrative Rules, 
Chapter 9520 regarding Mental Health Services (2013), it is stated that services have been 
created for individuals who qualify for mental health support.  These services consist of:  
Collaborative and cooperative services with public health and other groups for programs 
of prevention of mental illness, developmental disability, alcoholism, drug abuse, and 
other psychiatric disorders; informational and educational services to schools, courts, 
health and welfare agencies…informational and educational services to the general 
public, lay, and professional groups; consultative services to schools, courts, and health 
and welfare agencies…outpatient diagnostic and treatment services; and rehabilitative 
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services, particularly for those who have received prior treatment in an inpatient facility 
(Mental Health Services, 2013). 
Other services that are utilized with children are Children’s Mental Health Crisis Response 
Services, Mental Health Targeted Case Management, Medication Management, 
Neuropsychological Services, Partial Hospitalization Program, Psychotherapy, Psychological 
Testing, and Dialectical Behavior Therapy (DBT).  Youth Assertive Community Treatment, 
Children’s Mental Health Residential Treatment Services, Children’s Therapeutic Services and 
Supports (CTSS), Children’s Day Treatment, Health and Behavioral Assessment/Intervention, 
Inpatient Visits, and Psychiatric and Physician Consultations and Care Management are also 
services that are available to children experiencing mental illness (Minnesota Department of 
Human Services, 2015).  While these services are prevalent in urban and suburban areas of 
Minnesota, they are frequently lacking in rural Minnesota, which makes up a large portion of the 
state. 
 The focus of this present study was to utilize a systematic review approach to gain insight 
on the gaps and missing services within the Children’s Mental Health system, more specifically 
in rural communities within Minnesota, and how the state can go about implementing these 
needed resources in the identified locations across the state. The information presented by 
previous studies and articles related to the topic that are reviewed in the literature review section 
gives way to a great start for considering how to reorganize the Children’s Mental Health system 
in the state so that all identified individuals needing services receive the treatment that will help 
them to live a fulfilling, healthy life everyday. 
Literature Review 
Challenges to Providing Mental Health Services 
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Providers who offer mental health services should be focused on the child as a whole and 
the long-term effects when offering prevention methods or interventions, and be less focused on 
just relieving the symptoms (Cuellar, 2015).  Moreover, the nation should be strongly motivated 
to prevent, identify, and treat the mental health conditions that individuals are experiencing as 
early as possible.  There have been multiple settings identified that are involved in providing 
mental health services to children, including a pediatrician or doctor’s office, a psychiatrist’s 
office, schools, and the welfare and juvenile systems.  Research has shown that a lack of 
communication does occur between all these systems, and this is one place where children fall 
through the cracks when trying to receive the mental health services that they need (Cuellar, 
2015). 
 Tolan and Dodge (2005) mirror Cuellar’s ideas in stating that the mental health care 
system for children is underdeveloped.  The researchers identify that the largest barrier to mental 
health services for children in this country is the inadequate size of providers in the workforce.  
Not only does the mental health field need to improve their approaches to be more family-
focused, culturally competent, evidenced-based, and developmentally appropriate, but providers 
also should work through three identified categories of barriers with individuals.  The first 
category is structural barriers and consists of a lack of availability of service providers, long 
waiting lists, lack of or inadequate insurance coverage, inability to pay for the services, 
transportation issues, and inconvenient services available.  Furthermore, the article identified the 
second category to address the perceptual barriers to mental health problems to include the 
inability to recognize the need for services, denial of the severity of the mental health problems, 
and the belief that treatment is not needed and that the issue can be solved within the home 
environment.  The third category that Tolan and Dodge’s (2005) article identified is the 
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perceptual barriers of mental health services.  Lack of trust, negative experience and distrust in 
the system, the child lacking desire for help, and the stigma that is related to receiving mental 
health help are included as barriers in this category (Tolan & Dodge, 2005). 
 Research states that there is a lack of knowledge about care options and programs across 
the country amongst professionals and families alike, which has resulted in children not being 
able to receive services that could be of benefit to them.  Moreover, research addresses that the 
country needs to assess where allocated funds are being spent and reevaluate if all areas of the 
system are being addressed and in what capacities improvements could be made with the funding 
(Cuellar, 2015; Tolan & Dodge, 2005).  If the system continues to stay as is and not make any 
changes, long-term negative consequences such as lower education achievement, lower wages, 
lower likelihood of employment, and more crime may be the future some children will be faced 
with.  Research suggested that the Children’s Mental Health system could address these barriers 
by: having easy access to effective clinical services, having support for and access to short-term 
interventions in primary care settings, further developing and applying prevention principles for 
high-risk youth, and having greater recognition of mental health issues within all settings and 
systems (Cuellar, 2015).  As research has identified barriers to the Children’s Mental Health 
system and what changes could occur to improve the system nationally, further research has been 
conducted on what rural areas in Minnesota face when it comes to the mental health system and 
improving the utilization of services. 
Rural Mental Health in Minnesota 
In October of 2013, the National Alliance on Mental Illness (NAMI) chapter in 
Minnesota wrote a Legislative Update on the Senate Health, Housing, and Human Services 
Committee’s educational hearings that were being presented.  Within these hearings, the 
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committee members talked about the overall goals they hope to see in the near future.  These 
goals included: “filling in gaps to provide services and targeted interventions that are lacking or 
don’t exist; facilitating development of integrated physical and mental health care; and 
strengthening outcome measures…[with a] need to focus on early intervention as well” (National 
Alliance of Mental Illness, 2013, p. 1).  When the committee was looking at the identified gaps 
and barriers across the state, they saw a theme of gaps in services being prevalent in rural areas.  
Across the state, one can see a gap in the use of evidence-based practices, availability of mental 
health behavioral aides, residential treatment and inpatient psychiatric care, availability of 
psychiatric consultations, assertive community treatment (ACT), crisis services, skilled nursing 
care, partial hospitalizations, and DBT (National Alliance of Mental Illness, 2013, p.1).  These 
gaps exist across the whole mental health population, adults and children alike. 
Gaps in Services 
 As many people are quick to point fingers at the reasons for why there are gaps in mental 
health services, researchers have agreed on one thing regarding the “gap between need and 
capacity: there is simply not enough expert knowledge to go around” (Wilkes & Cawthorpe, 
2008, p. 1465).  Every two years, county agencies in Minnesota are asked to report on the 
availability and gaps of mental health services within their county.  Of the top ten services that 
are reported as gaps in the children’s mental health field in the state, three of them include 
attachment bio-behavior catch up, parent child interaction therapy, and trauma informed child-
parent psychotherapy.  These three items are within the category of evidence-based practices.  
Another reported gap in the rehabilitative category was the need for mental health behavioral 
aides.  The third category that was talked about was children’s residential treatment services and 
there not being specialized treatment for those who are thirteen and younger who are aggressive 
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and/or have sexual acting-out issues.  Within the outpatient services spectrum came the gap in 
neuropsychological services.  Special populations was the next category addressed and the two 
identified gaps were complex needs with multiple diagnoses and chronicity, as well as brain 
injuries.  The sixth identified category was inpatient hospitalization psychiatric care and the need 
for child/youth psychiatric beds.  The last gap that was identified was psychiatric consult to 
primary care providers and this fell into the physician services category.  Along with these 
identified service gaps, counties report that culturally competent services are only somewhat 
available to citizens in Minnesota and the diverse communities that call this state home 
(Minnesota Department of Human Services, 2013). 
As the state report continues on, counties reported on services that are not available to 
them within their county or surrounding counties.  Some of the services are the same as the 
identified gaps, but may fall into a different service category.  Within the evidence-based 
practices spectrum, the services not available to many children and youth are attachment bio-
behavior catch up, incredible years parenting, parent child interaction therapy, trauma informed 
child-parent psychotherapy, and trauma focused cognitive behavioral therapy.  In the 
rehabilitative services area, mental health behavioral aide and partial hospitalization program 
services were stated as not available in counties.  Counties also identified that there are not 
services for youth in children’s residential treatment programs that address eating disorders or 
adolescents with sexual acting-out behaviors and developmental disabilities (DD) or Pervasive 
Developmental Disorder (PDD) (Minnesota Department of Human Services, 2013). 
Barriers to Services 
 Not only does the state report identify gaps in Children’s Mental Health services, it also 
identifies any barriers to services that may be available to children within their counties.  The 
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barriers that were identified within the report were lengthy waiting lists for services, especially 
for residential treatment beds; location of services, some being located up to 200-plus miles 
away from the families; counties being unable to develop needed services due to low or 
fluctuating census counts; and provider and workforce shortages (Minnesota Department of 
Human Services, 2013; Serres, 2015).  The list of barriers to services continue on with 
inadequate insurance coverage, both public and private; high service costs; and stigma associated 
with mental illness as identified by a handful of researchers (DeRigne, 2010; Johnson & Stump, 
2013; Van Landeghem & Hess, 2005).  Furthermore, researchers found that people in rural areas 
are less likely to seek services due to the previous barriers stated as well as the type of disorder 
and/or comorbidity they may be experiencing.  Research found that those in rural areas who had 
three or more disorders were more likely to seek services than those who had fewer than three 
diagnosed disorders (Rueter, Holm, Burzette, Kim & Conger, 2007).  Minnesota Department of 
Human Services (2013) continue their barriers list with lack of transportation, low 
reimbursement rates, lack of Community Alternatives for Disabled Individuals (CADI) slots, 
lack of child psychiatrists and clinical nurse specialists who can evaluate and prescribe 
medications, lack of mental health therapists, and lack of respite and crisis services. 
Future of Untreated Needs 
 As research states, “officials estimate that each year, 300 to 400 children with mental 
illnesses in Minnesota go untreated” (Serres, 2015, para. 6).  If these untreated needs remain a 
problem, children will continue to be put into the state’s custody or juvenile justice facilities due 
to their severe mental health needs, a lack of services, and their parents having a difficult time 
gaining access to needed services (DeRigne, 2010).  As services continue to be cut, an increased 
burden is placed on other professionals such as law enforcement officials, judges, and emergency 
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department physicians to name a few.  These professionals become the frontline responders to 
those in crisis due to the lack of mental health services in communities (Honberg et al., 2011).  
Studies have shown that if children do not receive the needed services and interventions within a 
reasonable amount of time, “poor functional outcomes, such as school failure, unstable 
employment, teenage childbearing, and marital instability or violence” could be seen within 
these individuals’ lives (Wang, Sherrill & Vitiello, 2007, p. 1). 
Improving the System 
 Research studies have suggested for the Children’s Mental Health system to enhance its 
services, including “major increases in funding for crisis teams, suicide prevention, respite care 
and early detection of psychosis among youth” as well as more social and emotional learning 
(SEL) programs within schools (University of Minnesota Extension, 2014; Serres, 2015, 
Children adrift, para. 6).  Research also suggested that services could be improved with 
collaborative engagement with the child, family, the school, health and other child services 
systems, neighborhoods, and communities when a child is engaged in a Children’s Mental 
Health program.  This engagement will allow the child and family to have more support when 
trying to access and maintain services that will be of benefit to them (University of Minnesota 
Extension, 2014).  As research states that more collaboration needs to occur within the system, 
this collaboration needs to include more education about what mental health and mental illness is 
and what services are available to help individuals who may be experiencing any symptoms 
(Cosgrave et al., 2008). 
While the literature addresses the service gaps and needs, it also provides information on 
where the state is meeting the demands of those children receiving Children’s Mental Health 
services.  The literature continues on to provide suggestions on how to better the system and 
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involve families and children as well as service providers more in collaborative efforts.  This 
study seeks to explore how social work as a whole can address these gaps through the primary 
research question: What are the identified gaps and missing services in the Children’s Mental 
Health program in Minnesota and what can individual social workers do to help improve the 
system of mental health for children in rural areas? 
Conceptual Framework 
 A theoretical foundation for understanding the Children’s Mental Health system in the 
United States, more specifically in rural areas, can be understood using the critical theory 
developed by a group of sociologists at the University of Frankfurt in Germany who referred to 
themselves as ‘The Frankfurt School.’  Critical theory examines the different structures that exist 
in society that are oppressive to people’s well-being and try to challenge and destabilize this 
established knowledge (“What is Critical Theory?”, 2015).  Critical theory can be applied to this 
project based on the thought that systems unsupportive of Children’s Mental Health go 
unchallenged in rural areas, perhaps due to stigma of mental health, shortage of funding, or lack 
of knowledge about service needs amongst other barriers. 
 The theoretical foundation continues on with the thought that when mental health 
services are utilized by children, resilience factors increase for these individuals, in return 
empowering these children.  According to Ballenger-Browning and Johnson (2010), resilience 
has been defined as a psychological process that facilitates healthy functioning in response to 
intense life stressors.  When children are utilizing mental health services, they have the ability to 
learn different healthy coping skills that they can apply when situations become difficult and 
stressful.  As children are able to achieve resiliency in different aspects of their lives, it has been 
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stated that they are empowering themselves as well through this process.  Empowerment theory 
refers to one’s ability 
to gain an understanding and control over personal, social, economic and political forces 
in order to take action to improve their life situations (Israel et al., 1994).  It is the process 
by which individuals and communities are enabled to take power and act effectively in 
gaining greater control, efficacy, and social justice in changing their lives and their 
environment (Solomon, 1976; Rappaport, 1981, 1985; Minkler, 1992; Fawcett et al., 
1994; Israel et al., 1994) (Kasmel, 2011, p. 1). 
When individuals experience empowerment in their life, they are able to show their individual 
strengths and competencies that are now able to shine through as they have learned new skills to 
help them be more resilient. 
 Along with utilizing critical theory, resilience and empowerment theories, this project 
builds on the strengths-based model and viewing children as resourceful and resilient individuals 
in the face of adversity.  In relation to mental health, a child is always more than a mental illness; 
a child also has inherent strength that can be more present when services are in place.  Hammond 
(2010) defines strength-based practices as a way 
to describe children’s and families’ difficulties and struggles.  It allows one to see 
opportunities, hope and solutions rather than just problems and hopelessness…[it] means 
working with and facilitating rather than fixing…encourages seeing beyond the risk 
behaviours and characteristics of children, youth and families in high need communities 
to the potential of what can be (Hammond, 2010, p. 4). 
 
By applying these four theories to Children’s Mental Health services, one can challenge the 
reasoning behind the underdevelopment of services and why the system has not advanced its care 
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to families and children.  With utilizing the strengths-based model and empowering individuals 
to practice within the services available, one will see how successful a child can be and that 
when faced with adverse affects, they do become resilient. 
Methods 
Research Design 
 The purpose of this study is to examine the gaps and missing services within the 
Children’s Mental Health system, more specifically in rural communities within Minnesota, and 
how the state can go about implementing these needed resources across the state.  The research 
design utilized for this study was a systematic review that examined the literature used to 
evaluate the results and findings of existing studies in relation to the proposed research question.  
Uman (2011) defines a systematic review as “a detailed and comprehensive plan and search 
strategy derived a priori, with the goal of reducing bias by identifying, appraising, and 
synthesizing all relevant studies on a particular topic” (p. 57). 
Data Collection Method 
 A comprehensive article search of psychology and social work databases was completed 
to compile articles that addressed the service gaps and missing services in the Children’s Mental 
Health system.  Articles were drawn from the databases of Social Work Abstracts, Google 
Scholar, PsychINFO, EBSCO, Academic Search Premier, and Child Development and 
Adolescent Studies.  The key phrases used to find studies pertaining to the research project 
included “Children’s Mental Health,” “Children’s Mental Health services,” “Children’s Mental 
Health services in rural areas,” and “Studies on Children’s Mental Health services” (both in 
Minnesota and in the United States).  Only articles pertaining to the United States and written in 
English were accepted to be reviewed. 
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Inclusion Criteria 
 Articles selected for review were focused on Children’s Mental Health services in the 
United States, serving children birth to age 21.  The articles identified missing services or service 
gaps in the Children’s Mental Health system in Minnesota and the Unites States.  The articles 
included both qualitative and quantitative research studies.  Database articles were then compiled 
into RefWorks and reviewed by hand based on title and abstract information to determine if the 
articles yielded the data needed for the present research study. 
Data Collection 
 During data collection, the research question that was explored for this research project 
was “What services in the Children’s Mental Health system are being identified as missing or a 
gap?”  The amount of articles were then tracked and reported for how many articles were 
selected and how many articles were rejected based on the data available.  The articles that met 
the criteria were then used to create a chart that organized the articles by key topics or key 
findings.  After the articles were selected based on their title and abstract information, the full 
articles were read to identify the missing services and gaps and further categorize the information 
into similar themes.  The initial search results yielded 58 articles.  Of these initial results, 18 
were excluded after the initial review of the title and abstract, due to the topic being irrelevant.  
Of the 40 articles that were left, five articles were eliminated because they did not pertain to the 
United States or were not written in English.  There were 35 articles left for final data analysis. 
Findings 
 
 The articles were analyzed to identify similarities, differences, and common themes 
among them.  While analyzing the 35 articles that were left, 14 articles were excluded from the 
findings due to not having specific information related to Children’s Mental Health services and 
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the use of them or any identified barriers.  That left 21 articles to analyze and to classify the 
information into three common themes: services utilized, services lacking, and barriers to 
services.  Demographic information was also collected about each study.  See Table 1 for each 
article analysis. 
Services Utilized 
 As outlined in a handful of studies, there are certain services across the United States that 
are available for families to utilize when dealing with mental health and mental illness.  While 
doing the research, it was found that there are more barriers to services and services lacking or 
not available than actual services for utilization.  In a study put together by the Minnesota 
Department of Human Services that was targeted at counties to report on services that are 
available to children and families dealing with mental illness, results show that individual 
psychotherapy and family psychotherapy is accessible both in outpatient services and 
rehabilitative services.  Children also have access to having diagnostic assessments and 
psychological testing completed by a mental health professional.  Counties reported that 
individual skills training programs (CTSS) are available in 95% of the counties in the state 
(Cooper & Wagenfeld, 1998; Johnson & Stump, 2013; Koyanagi & Semansky, 2003). 
Other services that families, providers, and community members report being available 
for those utilizing the Children’s Mental Health system include care management and utilization 
management services, wraparound services, assessment services, intervention planning, and 
crisis management services.  Therapeutic roles as well as flexible funding for services such as 
emergency assistance, independent living, transportation, child care, and tutoring, to name a few, 
were also listed as services that are available (Mancoske, Lewis, Bowers-Stephens & Ford, 
2012).  Moreover, a quarter of the children enrolled in school are receiving special education 
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services for emotional or behavioral problems.  Parents are becoming more involved with 
concerns about emotional and behavior issues and are contacting general doctors and mental 
health professionals for evaluations (Federal Interagency Forum on Child and Family Statistics, 
2015).  In another study, parents in rural areas reported that the delivery of services come from 
schools, family members, and primary care providers.  Two themes, illustrative of effective 
services that are currently in place are the relationships between providers and the students and 
how well they know each other, as well as the partnership/cooperation between providers.  
Responses to this study also stated that educating students on mental health and mental illness 
has been a positive tool utilized and should be one that is used across the country (Uhl, 2014).  
The last few services that were reported utilized by children in the Children’s Mental Health 
system included basic medication treatment, family education, respite services with waiver 
services, and a 24-hour crisis line.  People also stated that the justice system is used to get 
services court ordered so that children could receive the services they needed (Cooper & 
Wagenfeld, 1998; Koyanagi & Semansky, 2003). 
Services Lacking 
 As studies were analyzed regarding services that are utilized in the Children’s Mental 
Health system, patterns were also found for services that are lacking or not available for the 
clientele.  Services that are lacking included more trainings for mental health providers working 
with children in non-mental health settings, having a provider available of the same 
race/ethnicity as the family members, and technological advancements in telemedicine, 
telehealth, and telepsychiatry.  The list continues on with the need for more suicide and crisis 
supports, the option of attending therapy outside of school, and implementing evidence-based 
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practices in the different settings in the system and utilizing the benefits that come from working 
with outside sources (Mancoske, et al., 2012; Uhl, 2014; Wang et al., 2007). 
County workers also identified that there are limited attachment bio-behavioral catch-up 
services available around the state and that there is a large need for mental health behavioral 
aides both in the community and within residential treatment settings.  Residential treatment 
programs that are focused on youth under the age of 13 that have aggressive and sexual acting 
out issues are very limited in Minnesota, as well as neuropsychology services.  Counties have 
reported that they would like to see more evidence-based therapy occurring between parents and 
children, especially those with a trauma focus.  There is also a lack in services that address 
complex needs, multiple diagnosis, and chronicity.  Multiple studies identified how there are not 
even close to enough inpatient child/youth psychiatry beds available in Minnesota, a problem 
that is also common not only in Minnesota, but across the entire country.  Consequently, children 
are being sent hours away, even states away to receive inpatient psychiatric care if beds are 
located and willing to accept the children.  If a bed is not found, children are then being treated 
in emergency rooms or hospitals for long periods of time where there are not always specialized 
services available to treat their needs (Cooper & Wagenfeld, 1998; Honberg et al., 2011; Johnson 
& Stump, 2013; Koyanagi & Semansky, 2003; Minnesota Department of Human Services, 
2009). 
The research continued on with the shortage of child psychiatrists and their ability to see 
families in a reasonable amount of time and keep a consistent follow up schedule due to the high 
demand of their services.  Also, finding services that are child specific and address brain injuries 
is quite difficult in the state.  Residential treatment facilities frequently do not have open beds 
that match the age and gender of the child; moreover, trying to find a residential facility that 
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specializes in eating disorders is nearly impossible.  When a treatment facility is found, there is 
usually a waiting list that is months out for admission.  Other services that are deficient in 
Minnesota included group psychotherapy and group skills, which have been noted, would be a 
huge asset in helping to divert out of home placements and assisting children transition back into 
the home.  Also, gaps in respite, crisis, and school-based services were common along with 
interventions that are aimed at the caregivers, such as parenting training or support groups 
(Johnson and Stump, 2013; Koyanagi & Semansky, 2003; Marcenko, Keller & Delaney, 2001; 
Minnesota Department of Human Services, 2009). 
Not only is there a long list of services that are lacking for clients to utilize in the 
Children’s Mental Health system as one can previously see, but there are also simple items such 
as transportation and insurance coverage that some people take for granted that are causing 
others major distress.  Research has shown that health insurance coverage has increased since the 
1990s for children and youth, and the services that are covered by both public and private plans 
are expanding as well.  There may not be a perfect system for total mental health coverage, but 
there definitely has been improvements made (Cooper & Wagenfeld, 1998; Federal Interagency 
Forum on Child and Family Statistics, 2015; Koyanagi & Semansky, 2003). 
Identified Barriers 
 As the research has shown, there are many similarities between identified barriers and 
services lacking.  From the studies that were analyzed, it appears that the barriers differ 
depending on what part of the United States the responses came from as well as if the focus is on 
urban versus rural communities.  Overall though, there is a lengthy list of barriers that parents, 
children, and service providers have identified. 
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 Throughout the research, the top three barriers that were identified were transportation 
issues, cost for services, and lack of knowledge of where to find services or that resources were 
available.  Along with transportation issues, such as finding someone to take the child or family 
to appointments, many responses stated that services were too far away, especially for those who 
resided in rural areas (Carr Copeland & Snyder, 2011; Cooper & Wagenfeld, 1998; Flisher, 
Kramer, Grosser, Alegria, Bird, Bourdon, Goodman, Greenwald, Horwitz, Moore, Narrow & 
Hoven, 1997; Johnson & Stump, 2013; Koyanagi & Semansky, 2003; Owens, Hoadwood, 
Horwitz, Leaf, Poduska, Kellam & Ialongo, 2002; Uhl, 2014; Villagrana & Palinkas, 2012).  
When it came to the cost for services, many parents reported that insurance coverage was a 
barrier for them, which affected their ability to receive services for their child and the family.  
Insurance plans vary for what services they will cover, which usually leaves the caregivers 
having to pay for a portion of the care.  When it came to caregivers paying for services, they 
reported that the cost was too much to pay out of pocket and they were unable to afford the help.  
On the other side of this barrier is the providers’ ability to accept certain insurance plans and 
receive reimbursement that is adequate to the services they are providing.  Many times, insurance 
companies have low reimbursement rates for mental health services, which cause providers to be 
less likely to accept these plans.  One example would be the acceptance of Medicaid plans 
(Cooper & Wagenfeld, 1998; Federal Interagency Forum on Child and Family Statistics, 2015; 
Flisher et al., 1997; Johnson & Stump, 2013; Koyanagi & Semansky, 2003; Mark & Buck, 2006; 
Minnesota Department of Human Services, 2002; Odar, Canter & Roberts, 2012; Owens et al., 
2002; Van Landeghem & Hess, 2005; Villagrana & Palinkas, 2012; Wang et al., 2007). 
 The third top barrier identified was the lack of knowledge of where to find resources or 
that services were even available to address the concerning needs.  Many responders felt that 
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they were inadequately informed about services available in their communities after the mental 
illness was identified.  Parents did not know to whom to reach out for help or where services 
were located near them.  Also, when parents did look for specific services to assist in the 
treatment, they had trouble locating a provider in their community or surrounding areas (Carr 
Copeland & Snyder, 2011; DeRigne, 2010; Flisher et al., 1997; Johnson & Stump, 2013; Owens 
et al., 2002; Smithgall, Yang & Weiner, 2013; Villagrana & Palinkas, 2012).  If parents were 
able to locate services, they then faced other barriers of long waiting lists, inadequately trained 
staff to meet local demands, trouble obtaining referrals if they were needed for services, lack of 
communication between providers, case workers, foster parents, and parents, and establishing 
convenient times for appointments.  Many times, the clientele noted that there was a shortage in 
the mental health workforce, especially with therapists, psychiatrists, psychologists, and clinical 
nurse specialists.  This left little choice among providers in communities for families (Carr 
Copeland & Snyder, 2011; Cooper & Wagenfeld, 1998; DeRigne, 2010; Flisher et al., 1997; 
Johnson & Stump, 2013; Koyanagi & Semansky, 2003; Mark & Buck, 2006; Minnesota 
Department of Human Services, 2002; Odar et al., 2012; Owens et al., 2002; Smithgall et al., 
2013; Uhl, 2014; Van Landeghem & Hess, 2005; Villagrana & Palinkas, 2012). 
 As outlined in many studies, families had trouble locating specialized services in their 
communities or nearby.  Many times, families were looking at having to travel over 100 miles 
each way to receive treatment specific to their child’s needs.  An example of a specialized 
service would be residential treatment facilities that have a specific focus, such as eating 
disorders or sexualized behaviors.  Studies concluded that the lack of specialized services 
available nationwide that are in close proximity to many communities result from small 
populations that don’t warrant the development of these programs.  Because of this, large 
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populations of children are underserved in specialized programs (Johnson & Stump, 2013; Odar 
et al., 2012; Van Landeghem & Hess, 2005).  Researchers also identify barriers of caregiver 
issues, such as exhaustion, lack of familial supports, parents’ own mental illnesses, parent(s) 
hospitalized themselves, parent(s)’ incarceration, the family experiencing poverty, or the 
parent(s) refusing services for their child (Carr Copeland & Snyder, 2011; DeRigne, 2010; 
Flisher et al., 1997; Johnson & Stump, 2013). 
 Other barriers stated were challenges getting a bed in a residential treatment center, 
limited CADI/waiver slots, few transitional youth services, few resources available within school 
districts, and domestic violence present within the home.  Some parents also stated that they fear 
they may lose their child(ren) to the Child Welfare system if they request mental health services 
for the child(ren) and it is deemed that the child(ren) needs more intensive services than what the 
parents can provide them. This fear also comes from the misunderstanding of state policies and 
what parents’ actual responsibilities are and where custody lies when a child is in a voluntary 
placement setting.  Research shows that it is difficult to have childcare available during 
appointment times for both families and providers (Carr Copeland & Snyder, 2011; DeRigne, 
2010; Johnson & Stump, 2013; Van Landeghem & Hess, 2005). 
 Studies have found that many reported the inability of parents, teachers, community 
members, and health providers to identify children’s need for mental health services, especially 
when the child is young.  This then leads to services not being expedited when needed since 
there is a shortage of providers and an overwhelming amount of children needing mental health 
care.  The responsibility of this care then falls on those not adequately trained to provide mental 
health care, such as primary care providers, law enforcement officials, judges, and teachers.  This 
then leads to these providers being unsure how to treat the individuals (DeRigne, 2010; 
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Koyanagi & Semansky, 2003; Minnesota Department of Human Services, 2002; Smithgall et al., 
2013).  Many stated that one of the reasons they do not receive services themselves or access 
services for their children is due to the perceptions of mental illness and the available services.  
There is a lack of awareness regarding mental health in many communities, which leads to a 
higher stigma for those who do reach out for help.  In rural communities, many individuals are 
reluctant to seek out services for the fear that everyone knows everyone and that there would not 
be any confidentiality with the treatment received (Carr Copeland & Snyder, 2011; Cooper & 
Wagenfeld, 1998; Flisher et al., 1997; Uhl, 2014). 
 Caregivers, along with their children, were usually in denial of the identified problem(s), 
which led them to thinking that services would not be helpful and that the parents could care for 
the children on their own.  Also, families were reluctant to seek out help because they were 
worried that too many family members would be asked to participate in services by service 
providers for treatment purposes.  Another barrier that was found was the child refusing to attend 
services or not wanting the help of others and instead wanting to fix it on their own (Flisher et 
al., 1997; Owens et al., 2002; Villagrana & Palinkas, 2012).  In the studies that were analyzed 
regarding culture, a large portion of responses identified that a large barrier for them was that the 
service provider would not understand the family’s cultural background, leading to racism and 
discrimination.  Responders also stated that they had trouble finding services that were culturally 
appropriate with providers that spoke the same language as them.  Another cultural piece that 
was found was that there was a lack of tribal involvement in services when there should have 
been, especially if the family had Native American heritage and was involved with the Child 
Welfare system (Carr Copeland & Snyder, 2011; Cooper & Wagenfeld, 1998; Flisher et al., 
1997; Minnesota Department of Human Services, 2002; Villagrana & Palinkas, 2012). 
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 The last barriers that the research discovered was the limited time length allowed for 
programming due to funding issues as well as inadequate funding for community based and 
prevention services, since most of the allocated monies go to residential treatment services.  
Providers also identified that there is a barrier when it comes to implementing evidence-based 
practices due to the lack of money that is set aside for these services by the federal and state 
governments (Cooper and Wagenfeld, 1998; Minnesota Department of Human Services, 2009; 
Minnesota Department of Human Services, 2003; Minnesota Department of Human Services, 
2002; Odar et al., 2012).
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Ethnographic 
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64 interview
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V
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arriers: 
· Lack of com
m
unity resources 
· Transportation 
· C
hildcare 
· C
onvenient hours 
· Financial resources 
· Fear of losing children to the 
C
hild W
elfare system
 
· M
ultiple role strains 
· D
ifficult relationships 
· Econom
ic stressors 
· D
om
estic violence 
· Parents hospitalized them
selves 
Invisible B
arriers: 
· Perceptions of m
ental health 
treatm
ent and services 
· Life experiences 
· K
now
ledge of available services 
· Inadequate support to seek 
services 
 · R
acism
 and discrim
ination 
C
ooper, S. 
W
agenfeld, M
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(1998) 
D
elivering M
ental 
H
ealth Services to 
C
hildren and 
A
dolescents w
ith 
Serious M
ental 
Illness in Frontier 
A
reas: Parent and 
Provider V
iew
s 
  
· W
alk-ins at the clinic 
· 24-hour crisis line 
· List of other non-m
ental 
health providers w
ho can 
assist w
ith m
ental health 
problem
s 
· School counselors are 
front-line responders 
· C
ounseling 
· M
edication 
· O
ne psychiatrist for a large area 
· N
o inpatient psychiatric care for 
youth in the area 
· O
ne public sector prim
ary care 
provider 
· Transportation 
· N
ot enough foster parents 
· D
etoxification services/center 
· Psychotropic m
edication 
· C
hildcare for staff and clients 
· H
ousing assistance program
 
· Em
ploym
ent services 
· Safe hom
e for teens 
· G
roup hom
es 
· Fam
ily-based system
s 
· Skills based services 
· Individualized treatm
ent 
· Location of services 
· Transportation 
· Long w
ait lists 
· Staff w
ith m
inim
al level of 
education 
· Low
 salaries 
· State hospital does not treat youth 
· Poverty 
· Lack of insurance coverage 
· B
ilingual therapists not previlent 
· Funding for expansion of services 
not present 
· C
oncern of confidentiality 
· Labeling clients 
· N
eed for fam
ily advocacy 
· Lack of com
m
unication betw
een 
providers and parents 
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eed for m
ore staff 
· A
dvanced training for staff 
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et M
ental H
ealth 
N
eeds in C
hildren? 
1301 parents 
  
  
· Poverty level 
· C
ost too m
uch 
· H
ealth plan problem
 
· N
ot available in 
area/transportation problem
 
· N
o convenient tim
es 
· D
octor did not know
 how
 to treat 
or provide care 
· N
o insurance 
· C
ouldn't get a referral 
· C
hild refused to go 
· D
ifficulty getting appointm
ent 
· D
issatisfaction w
ith provider 
· Treatm
ent is ongoing 
· Lack of resources at school 
· D
id not know
 care w
as available 
· C
ould not find som
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· D
id not know
 w
here to go 
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hild and 
Fam
ily Statistics 
(2015) 
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erica's C
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Indicators of W
ell-
B
eing, 2015 
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children in the 
U
nited States in 
2014 
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enty three percent of 
children received special 
education services for 
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otional or behavioral 
problem
s.  Forty three 
percent of the children in 
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nited States had a 
parent contact a doctor 
(general) about em
otional 
or behavioral problem
s and 
55%
 had a parent contact a 
m
ental health professional 
about the child.  In 2013, 
83%
 of children had a w
ell-
child/w
ell-being visit, 
w
hich helped to decrease 
som
e barriers fam
ilies w
ere 
reporting for access to care. 
N
o health insurance coverage 
decreased from
 14%
 in 1993 to seven 
%
 in 2013 for children.  In 2013, four 
percent of children had no prim
ary 
care provider. 
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C
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et 
N
eed for M
ental 
H
ealth Services by 
C
hildren and 
A
dolescents 
1285 
parent/youth 
pairs 
  
  
· H
ealth insurance not covering 
specific type of treatm
ent 
· Treatm
ent is not helping 
· Problem
 is getting better by itself 
· Treatm
ent is too expensive 
· C
oncern about w
hat others think 
· Taking too m
uch 
tim
e/inconvenience 
· Y
outh w
anting to solve the 
problem
 on their ow
n 
· Language problem
 
· C
oncern about being hospitalized 
or taken aw
ay against parents' w
ill 
· Y
outh refusing services 
· N
ot trusting m
ental health 
professionals 
· Fam
ily m
em
bers objecting 
· Staff being unfriendly or 
disrespectful 
· Transportation problem
s 
· C
hild previously not being helped 
· B
eing unsure about w
here to go 
for help 
· B
eing unable to get an 
appointm
ent 
· W
aiting lists 
H
onberg, R
. 
D
iehl, S. 
K
im
ball, A
. 
G
ruttadaro, D
. 
Fitzpatrick, M
. (2011) 
State M
ental H
ealth 
C
uts: A
 N
ational 
C
risis 
  
  
· States have cut m
oney from
 the 
budgets since 2009.  Since M
edicaid is 
the m
ost im
portant funding source for 
public m
ental health and it has not 
saved states and com
m
unities m
oney, 
the responsibility to treat m
ental health 
issues has shifted to em
ergency room
s, 
hospitals, law
 enforcem
ent w
orkers, 
correctional facilities, and hom
eless 
shelters.  States have cut inpatient 
servcies, clinic services, housing, day 
treatm
ent services, 
w
orkforce/developm
ent/trainings, 
targeted case m
anagm
ent services, 
crisis services, state hospital services 
and bed availability, psychiatric 
em
ergency screenings, and other 
psychiatric services. 
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Table 1 Them
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! Johnson, J. 
Stum
p, T. (2013) 
2013 C
ounty Long-
Term
 Services and 
Supports: G
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A
nalysis Survey: 
C
hildren's M
ental 
H
ealth Services 
78 replies that 
represent 84 
counties and 
tribal areas 
· Individual Psychotherapy 
(O
S)  
· D
iagnostic A
ssessm
ent 
(O
S) 
· Individual Psychotherapy 
(R
ehab. Services) 
· Early C
hildhood (Spec. 
Pop.) 
· R
eferral to M
ental H
ealth 
Professional (Psych. M
ed.) 
· Explanation of Services 
(O
S) 
· Psychotherapy w
ith 
Fam
ily (O
S) 
· Psychological Testing 
(O
S) 
· Psychotherapy w
ith 
Fam
ily (R
ehab. Services) 
· Skills Training-Individual 
(R
ehab. Services) 
· C
TSS available in 95%
 of 
counties 
· A
ttachm
ent B
io-B
ehavioral C
atch-
U
p (Evidence B
ased Practice) 
· M
ental H
ealth B
ehavorial A
ide and 
D
ay Treatm
ent (R
ehab. Services) 
· Y
outh under age 13 w
ith aggressive 
and sexual acting out issues (C
hild. 
R
es. Treatm
ent) 
· N
europsychology Service (O
S) 
· Parent C
hild Interactional Therapy 
(Evidence B
ased Therapy) 
· C
om
plex needs, M
ultiply D
iagnosis 
and C
hronicity (Spec. Pop.) 
· Traum
a Inform
ed C
hild Parent 
Psychotherapy (Evidence B
ased 
Practice) 
· Inpatient C
hild/Y
outh Psychiatry 
B
eds (Inpatient H
ospital Psychiatry 
C
are) 
· Psychiatry consult to prim
ary care 
provider (Physician Services) 
· B
rain Injuries (Spec. Pop.) 
· Partial H
ospital Program
 (R
ehab. 
Services) 
· Incredible Y
ears Parenting (Evidence 
B
ased Practice) 
· Eating D
isorders (C
hild. R
es. 
Treatm
ent and Special Populations) 
· TF-C
B
T (Evidence B
ased Practice) 
· A
dolescents w
/sexual acting out 
behavior and D
D
 or PD
D
 (C
hildren 
R
es. Treatm
ent) 
· G
roup Psychotherapy and G
roup 
Skills (unavailable) 
· Partial H
ospital Program
s (57%
 of 
counties it is not available) 
· C
hildren R
esidential Treatm
ent 
(A
vailable in 39%
 of counties) 
· G
aps in R
espite, C
risis, and School 
B
ased Services 
· Expand intensive hom
e-based 
services to help divert out of hom
e 
placem
ents or help transition children 
back into the hom
e 
· U
nique challenges to residential 
treatm
ent beds 
· Low
 patient num
bers 
· R
eim
bursem
ent issues 
· Lengthy w
aiting lists 
· D
istance to services 
· Sm
all populations that don't 
w
arrant specialty program
 
developm
ent 
· Lim
ited insurance coverage for 
residential treatm
ent 
· C
aregiver issues 
· A
ccess to transportation 
· C
aregiver exhaustion 
·Services not available/lack of 
specialized services 
· Lack of supports for fam
ilies 
raising children w
ith m
ental 
illnesses 
· W
orkforce shortages 
· Lack of C
A
D
I slots 
· Lack of child psychiatrists and 
clinical nurse specialists 
· Lack of m
ental health therapists, 
especially in rural areas 
· Lack of adequately trained staff 
to m
eet local dem
ands 
· Lack of transitional youth 
services 
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Table 1 Them
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! Koyanagi, C
. 
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.(2003) 
A
ssessing C
hild 
M
ental H
ealth 
Services in N
ew
 
Y
ork 
  
· B
asic treatm
ent m
ore 
accessible (m
edications and 
therapy) 
· Fam
ily education, 
therapy, m
obile psychiatric 
crisis team
s (w
hen services 
w
ere helpful/utilized to get 
services faster) 
· R
espite w
ith w
aiver 
services 
· U
sed justice system
 
· C
hallenge is getting a m
ental health 
diagnosis for the child 
· C
risis services 
· Inpatient treatm
ent 
· Psychiatry services for children 
· Transportation 
· Intensive rehabilitation services 
(either lacking or non-existent) 
· In-hom
e services (if patient is on 
com
m
unity-based w
aiver program
, 
they have a better chance of receiving 
these services) 
· Intensive school-based services/no 
day treatm
ent available 
· C
ultural com
petent 
providers/providers that speak the 
sam
e language as the fam
ily 
· Early intervention services are scarce 
· Long w
ait tim
es for all services 
· Transportation 
· Lack of providers in all m
ental 
health areas 
· Insufficient services 
· Providers ignoring the child's 
problem
s, especially w
hen the 
child is young 
· Providers don't accept M
edicaid 
· Little choice am
ong providers in 
the com
m
unity 
· Lim
ited w
aiver slots 
· Frequency and quality of 
counseling w
ere insufficient 
· Inadequately trained staff 
M
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. 
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. 
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ers-Stephens, C
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. (2012) 
C
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and C
hildren's 
M
ental H
ealth 
Service O
utcom
es 
111 caregivers 
reporting on 111 
children 
· C
are m
anagem
ent 
· W
raparound services 
· A
ssessm
ent services 
· U
tilization m
anagem
ent 
· Intervention planning 
· C
risis m
anagem
ent 
· Therapeutic roles 
· Flexible funding for 
services (Em
ergency 
assistance, therapeutic 
services, m
edical services, 
independent living, 
transportation, child care, 
tutoring, etc.) 
· H
aving a provider of the sam
e 
race/ethnicity as the fam
ily-this did not 
have m
uch bearing on perceived 
cultural sensitivity though 
  
M
arcenko, M
. 
K
eller, T. 
D
elaney, M
. (2001) 
C
hildren w
ith Serious 
Em
otional D
isorders 
and their Fam
ilies in 
an U
rban Public 
M
ental H
ealth 
System
: 
C
haracteristics, 
N
eeds, and 
Expectations 
812 C
hildren 
  
Top 5 services needed/requested: 
· R
ecreational opportunities 
· C
ounseling and support services 
· Educational supports 
· Interventions aim
ed at the caregiver 
(parenting training, support groups, 
counseling, and em
ploym
ent 
program
s) 
· Fam
ily functioning services (fam
ily 
therapy) or instrum
ental support 
(transportation, financial help, parent 
aide, etc.) 
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M
ark, T. 
B
uck, J. (2006) 
C
haracteristics of 
U
nited States Y
ouths 
w
ith Em
otional 
D
isturbance: D
ata 
from
 the N
ational 
H
ealth Interview
 
Survey 
13,579 youth 
  
  
· Trouble obtaining referrals 
· Trouble finding providers w
ith 
skills or experience 
· Trouble getting enough visits 
· A
ccess trouble because of the 
cost that the parents w
ere 
responsible for 
· Insurance plans vary for w
hat 
services they cover 
M
innesota 
D
epartm
ent of 
H
um
an Services  
(2009) 
M
ental H
ealth A
cute 
C
are N
eeds R
eport 
396 B
ehavioral 
H
ealth A
gencies 
in M
N
 
  
· 157 Inpatient psychiatry beds total 
w
ith 91 in the m
etro area 
· V
ery little hospital capacity in greater 
M
N
 for m
ental health services 
· Post-discharge services not available 
so children rem
ain in hospitals longer 
· D
elays in securing new
 placem
ents 
· Inability to access state beds 
· Problem
s w
ith accessing day 
treatm
ent or case m
anagem
ent 
· D
elays in paperw
ork processing 
· Lim
its: program
 lengths and 
funding im
pact children not 
receiving services for as long as 
they need/should get them
. 
M
innesota 
D
epartm
ent of 
H
um
an Services 
(2003) 
The R
ole of 
C
ollaboratives in the 
C
hildren's M
ental 
H
ealth System
 
  
  
  
· C
hild-serving system
s approach 
children's needs in fragm
ents 
instead of as a w
hole 
· Schools are reluctant to identify 
em
otional disorders because law
 
states they pay for treatm
ent 
· SED
 children use m
ost of the 
resources leaving little for 
prevention and early intervention 
services 
· D
isorders aren't identified early 
w
hich leads to increased treatm
ent 
cost 
· Funding is inadequate w
hich 
lim
its com
m
unity-based services 
because one doesn't w
ant to take 
funding aw
ay from
 residential 
treatm
ent 
· G
rants for funding are eligibility 
based w
hich m
akes it difficult to 
m
atch clients w
ith the type of 
services they need 
· C
ost shifting 
C
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rticles continued 
! Minnesota 
D
epartm
ent of 
H
um
an Services 
(2002) 
B
lueprint for a 
C
hildren's M
ental 
H
ealth System
 of 
C
are 
  
  
· Service providers (psychiatrists and 
psychologists) 
· Fam
ily friendly services (respite, 
crisis services, and m
oney to help pay 
for travel to services) 
· M
ore fam
ily involvem
ent on the team
 
and in m
aking decisions 
· C
ultural com
petent providers and 
services 
· Service coordination betw
een 
agencies 
· Early identification of m
ental health 
needs 
· Lack of expertise for those 
treating m
ental health issues at the 
forefront (prim
ary doctors, 
teachers, etc.) 
· N
ot utilizing evidence-based 
practices 
· Services not expedited w
hen 
needed 
· Lack of flexibility in insurance 
coverage 
· Lack of uniform
ity in the types of 
services 
· Long w
ait tim
es 
· Lack of choice in providers 
· Insufficient lengths of intensity of 
treatm
ent 
· Lack of tribal involvem
ent w
here 
needed 
· Service coordination betw
een 
agencies 
· H
ealth plans that don't m
eet the 
identified needs of the client 
O
dar, C
. 
C
anter, K
. 
R
oberts, M
. (2012) 
Future D
irections for 
A
dvancing Issues in 
C
hildren's M
ental 
H
ealth: A
 D
elphic 
Poll 
31 participants 
in the first round 
and 26 
participants in 
the second 
round 
  
  
Q
ualitative: 
· A
ccess to services 
· Traum
a/stressful life events 
· Socioeconom
ic status 
· Fam
ily factors and 
prevention/intervention 
Q
uantitative: 
· Prevention and early intervention 
(lack of services) 
· A
ccess to services (lack of 
adequate and affordable services) 
· Evidence-based practice (lack of 
studies and im
plem
entation) 
· Public aw
areness and attitudes 
tow
ards children (inadequate 
attention to early developm
ent, 
etc.) 
· Socioeconom
ic factors 
C
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! Owens, P. 
H
oagw
ood, K
. 
H
orw
itz, S. 
Leaf, P. 
Poduska, J. 
K
ellam
, S. 
Ialongo, N
. (2002) 
B
arriers to C
hildren's 
M
ental H
ealth 
Services 
579 children  
  
  
· D
on't know
 w
here to find the 
services/w
here to go 
· Services too far aw
ay 
· Lack of availability of providers 
· Long w
aiting lists 
· Lack of insurance/inadequate 
coverage 
· Inability to pay for coverage/too 
expensive/ inconvenient coverage 
· Transportation 
· Perceptions about m
ental 
health/stigm
a related to receiving 
help 
· Parents', teachers', and m
edical 
care providers' inability to identify 
children's needs for m
ental health 
services 
· D
enial of the severity of the 
problem
 
· B
elief that the problem
 can be 
handled w
ithout treatm
ent 
· Lack of trust in or negative 
experiences w
ith m
ental health 
providers 
· Lack of children's desire to 
receive help (thought treatm
ent 
w
ouldn't help or child did not w
ant 
to participate) 
Sm
ithgall, C
. 
Y
ang, D
. H
. 
W
einer, D
. (2013) 
U
nm
et M
ental H
ealth 
Service N
eeds in 
K
inship C
are: The 
Im
portance of 
A
ssessing and 
Supporting 
C
aregivers 
1285 children 
  
  
· H
ow
 involved casew
orker is and 
follow
s through w
ith referrals and 
follow
 ups 
· Lack of know
ledge regarding 
m
ental health and the need for 
services 
· Identification of the needs 
· Poor com
m
unication betw
een 
foster parents, case w
orkers, and 
providers 
· Perception that treatm
ent is not 
relevant 
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! Uhl, S. (2014) 
C
hallenges and 
A
dvantages in the 
D
iversity of M
ental 
H
ealth Services to 
A
dolescents in R
ural 
A
reas 
28 participants 
Tw
o them
es of services that 
are effective that are 
currently in place are 
providers know
 the students 
w
ell and the 
partnership/cooperation 
w
ith other providers. 
· D
elivery of services in 
rural areas com
e from
 
schools, fam
ily m
em
bers, 
and the integration of 
prim
ary care providers. 
· Educating students on 
m
ental health 
· Partnering w
ith other 
providers 
Tw
o them
es that em
erged for 
im
proving services w
ere accessibility 
and affordability. 
·Technology (Telem
edicing, 
Telehealth, Telepsychiatry) 
· Im
plem
enting evidence based 
practices in the different settings and 
w
hat benefits there are to w
orking w
ith 
outside sources 
· M
ore suicide and crisis supports 
· A
ttending therapy outside of school 
· Top three challenges in delivery 
of services w
ere: accessibility, long 
w
ait tim
es, and affordability. 
· Transportation 
· A
cceptability (ex. stigm
a w
ith 
m
ental health services) 
· Provider burnout 
· Idea that everyone m
ay know
 
everyone in the area 
· Isolation 
· Lack of m
ental health aw
areness 
V
an Landeghem
, K
. 
H
ess, C
. (2005) 
C
hildren's M
ental 
H
ealth: A
n O
verview
 
and K
ey 
C
onsiderations for 
H
ealth System
 
Stakeholders 
  
  
  
· Inadequate insurance coverage 
and geographic coverage 
· R
acial and ethnic disparities in 
access to and quality of care 
· H
igh service costs 
· Provider and w
orkforce shortages 
· Lack of available services 
· Stigm
a associated w
ith m
ental 
illness 
· State policies 
· H
ealth care m
arket characteristics 
V
illagrana, M
. 
Palinkas, L. (2012) 
C
aregivers' 
Endorsem
ent of 
B
arriers to M
ental 
H
ealth Services for 
C
hildren and Y
outh 
in C
hild W
elfare 
430 dyads 
(caregivers and 
child involved in 
active child 
w
elfare cases) 
  
  
· Stigm
a (not w
anting others to 
find out) 
· U
nsure of the roles of m
ental 
health professional 
· D
id not think services w
ould help 
· Lacked confidence in help 
· H
ad previous negative 
experiences w
ith professionals 
· B
elieve that provider m
ight not 
understand cultural background 
· Services m
ight get too m
any 
fam
ily m
em
bers involved 
· M
ight lose custody/parental rights 
· Services too expensive 
· C
hild not eligible to receive 
services 
· Problem
s getting insurance 
authorization 
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!
· Perception of child's problem
 is 
one the caregiver can handle or is 
not m
ental health related 
· Transportation 
· Scheduling or available tim
es 
· D
id not know
 w
here to go for 
help or services 
W
ang, P. 
Sherrill, J. 
V
itiello, B
. (2007) 
U
nm
et N
eed for 
Services and 
Interventions A
m
ong 
A
dolescents w
ith 
M
ental D
isorders 
1420 
adolescents 
  
· Trainings for m
ental health providers 
and providers w
orking w
ith children in 
non-m
ental health settings 
· H
igh econom
ic costs for services: 
out of pocket and insurance 
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Discussion 
 
 This research focused on identifying the gaps in Children’s Mental Health services in 
Minnesota; more specifically in rural areas.  The research was analyzed to seek out what mental 
health services are utilized by children, what services are lacking or not available to children and 
their families, as well as what barriers are present to these individuals when trying to access 
services.  It is evident that not only in Minnesota, but all over the United States, children and 
families are facing difficulties when it comes to accessing and utilizing Children’s Mental Health 
services. 
 The findings of this systematic literature review reveal that there are many gaps in the 
Children’s Mental Health system across the country and that it is going to take communication, 
coordination, as well as funding to improve these services.  Not only are children going without 
treatment for mental health concerns, they are also trying to treat their symptoms on their own so 
that they can live a fulfilling life.  A redesign of the system needs to occur sooner rather than 
later, or this country is going to face a larger problem of having to intervene during crisis rather 
than utilizing prevention techniques that have been found to be successful.  In the literature 
review, authors found that there was a lack of communication between service providers, the 
family’s support system, and the family itself.  Due to this deficit, children were the ones 
suffering since they were not getting the treatment they needed.  Another item that families 
stated they would like to see more of, was education on mental health and mental illness.  Many 
families, as well as communities, lack the knowledge of what mental health and mental illness is 
and how mental illness is treated.  Due to this lack of knowledge, there is a large stigma that 
hangs over mental illness and those receiving the proper care. 
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 Along with the previous items found while doing a literature search, there was also the 
finding of the shortage of employees in the mental health field.  Many authors talked about the 
inadequate workforce that is available to treat mental illness and help children and families get 
back to a stable place in their lives.  It is not that there are not individuals furthering their 
education to help those with a mental illness, it is just that there is such a large population that is 
in need of the proper care and treatment that the workforce cannot keep up.  Funding also plays a 
huge role in the lack of professionals in this field.  Money is not allocated properly to staff more 
professionals in the identified gaps of services, and because of that, families and children are the 
ones that suffer since they do not receive the care they need. 
 The literature continued on with identified structural and perceptual barriers to mental 
illness and the services that are available to help those affected by the illness.  These barriers 
included long waiting lists, location of services, transportation issues, low utilization rates of 
specific services, which in turn determine that there is not a need for those services, as well as 
workforce shortages.  The list of barriers continue on with inadequate insurance coverage, high 
cost for services which have to be paid out of pocket at times, stigma associated with mental 
illness, and low reimbursement rates.  There was also a barrier with limited waiver slots, lack of 
professionals who could prescribe medication to children, and limited respite and crisis services.  
As studies were analyzed, the findings from them mirrored the literature and the previously 
stated barriers and gaps in the Children’s Mental Health system.  It was also noted that these 
gaps and barriers were not just seen in Minnesota’s mental health services, but across the country 
as a whole. 
 Between the research and the findings, five conclusions can be drawn.  There needs to be 
easier access to services for families, which includes more services available across the country 
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to be utilized.  With this, comes more funding for mental health services.  Not only does the 
current allocation of monies need to be looked at and revamped, but there also needs to be more 
funding from the federal and state governments to fund these identified services that are either 
missing or very limited.  There also needs to be more support out there for families that are 
affected by mental illness.  Whether the support is through individual contact with providers or 
groups, or through reading materials and blogs, there needs to be more.  The more support that is 
out there, the less stigma there will be around mental illness and seeking out the help one may 
need.  The fourth conclusion that can be made is greater awareness in all settings, from doctor’s 
offices to school classrooms, to churches and community groups.  The more knowledge that is 
out there and talked about, the sooner children can get the help they need due to early 
identification and prevention efforts.  This last item also connects with the last conclusion; more 
prevention efforts need to be developed and applied in society.  If communities are able to work 
preventative efforts, there will be fewer interventions that will have to be used with children and 
families, which is a win for both sides.  There would not be a shortage of crisis services, needs 
could be identified earlier on, which could lead to fewer services needed for the child since 
professionals would not be teaming for multiple interventions of untreated needs; additionally, 
families would be more willing to receive help since they still have hope that things can be 
“fixed.” 
 
Strengths and Limitations 
 
 When research for this project started, it was noted that there was a large amount of 
literature available regarding Children’s Mental Health services in the United States.  A strength 
that did present itself was the comprehensive literature review of missing services and barriers of 
mental health to help strategically plan for better services.  The literature provided information 
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on how communities and the country as a whole can improve the Children’s Mental Health 
system and the services provided.  Another strength identified was the detailed lists that were 
constructed based on the survey information in regards to missing services and barriers in the 
mental health field.  From the lists, conclusions could be drawn on where services are lacking 
and what areas of the field need to be focused on to improve the mental health system. 
With the search terms that were used for this systematic literature review, 58 articles 
were originally gathered, with the final sample including 21 articles.  The original sample was a 
significant number, but it would have benefited the research if there were a larger sample size 
that could have been analyzed.  It was also noted that a portion of the articles that were originally 
found contained data from other countries and their mental health systems.  It is highly likely 
that there are other articles out there that fit the search criteria, but have either not been published 
or are not publically available.  Another limitation that was found was the lack of research 
available on Minnesota’s Children’s Mental Health system, especially in rural communities.  As 
the articles were analyzed, it was also found that there is a lack of services and barriers to 
services across the country that mimic the findings found for Minnesota’s system.  Finally, it can 
be concluded that there is not enough research out there on the Children’s Mental Health system 
in the United States and the services available, or the lack thereof.  With the minimal studies that 
were analyzed, it was hard to gather a strong, in depth comparison of the services utilized, the 
services that are lacking, and the barriers to services. 
 
Implications 
 
 Research has strongly suggested the need for more mental health services that are easily 
accessible for families to utilized.  The economic benefit of increasing more mental health 
services is that the money would be going towards these specific services and would prevent the 
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spending of funds in other areas, such as emergency rooms, the law enforcement system, and the 
juvenile justice system.  With the increase in service availability, a portion of the barriers list 
would decrease, allowing children and families to receive the help they need in a timely manner. 
Along with the increase in mental health services, there needs to be an increase of 
awareness of mental health and mental illness nationwide.  By increasing society’s knowledge 
about mental health and mental illness, it would be anticipated that there would be a decrease in 
the stigma related to these topics, especially in rural areas.  One way to increase awareness 
would be to have pamphlets distributed throughout communities in all health settings, school 
settings, places that host religious gatherings, as well as meeting areas for different community 
groups.  Along with distributing pamphlets, mental health workers could gather volunteers to 
give presentations in different settings around the community that would target a wide range of 
people.  In addition to finding these volunteers, mental health workers could contact mental 
health support groups and organizations to come do presentations, especially to educate the 
students.  Another implication that could be utilized with the issue of stigma is to host a series of 
training sessions or educational opportunities for community members to attend.  This would 
allow individuals to not be pressured into having to attend presentations where they feel like the 
information is being pushed onto them, but would allow them to attend freely because the topic 
is an interest of theirs.  
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